It is increasingly recognised that medical schools have a duty to the communities they serve, and that there are many benefits to be gained from student social engagement within those communities. There is also ongoing interest in the value of inter-professional working. Social engagement takes many forms, and benefits to student learning are likely to be multi-faceted. We conducted a detailed qualitative analysis of a "Making a Difference" community project; to investigate pedagogic benefits, to identify how students could indeed 'make a difference' with a population with complex health needs, and to explore the value added by inter-professional working. In framing the character of social engagement, we classified activities into community-orientated, community-based and community engaged education and considered our findings within these contexts.
Background
Just as patients individually are rejecting traditional paternalistic models of care, so communities are expecting more involvement in how medical and healthcare students are trained and what goes into the curriculum. The notion that people should be involved in their own care is not new; the community-orientated primary care movement built on the work of Kark in S Africa (Geiger 1993 ) has long espoused "citizen input" in to local health decisions. In mainstream medical education, however, taking students 'out' into local communities and welcoming curriculum input from those communities still represents a major change in focus.
But healthcare is always at the forefront of change; reflecting shifts in broader social, cultural, political and indeed economic contexts. If medical education is to prepare its students for the world of medicine, it must adapt accordingly. Some bodies of thought familiar to medical educators are useful in helping educators to understand this. Social-cultural activity theory, for example, dates back to the 1920's and the work of Vygotsky (Engestrom, Meittinen & Punamaki,1999) who stated that all learning occurs within, and is interpreted by, the social and cultural milieu in which it occurs. Vygotsky's ideas can be traced forward to the 'situated learning' theories of Lave and Wenger (Lave & Wenger 1991) . In-depth critique of these theories is beyond the parameters of this paper but their relevance here is that, as social and cultural influences change, the practice of education must be open to adaptation reflecting its broader contexts.
For some commentators this has not been happening fast enough. Medical schools have been criticised for sticking with outdated paradigms (Boelan 2002) , for their lack of orientation to the needs of their communities (Boelan & Heck 1995) , and for not producing the doctors that are needed for 21 st century practice (Frenk, Chen, Bhutta et al 2010) . Various degrees of social engagement or community involvement have been proposed as remedies (Wen, Greysen, Keszthelyi, Bracero & de Roos 2011) .
Three models of community involvement have been offered (Strasser 2010) . Community-orientated medical education includes activities that address topics in community health but still take place in traditional academic settings. Community-based medical education describes activities that take place in community settings but do not directly engage the community in the design, conduct and/or evaluation of these activities. Finally, Communityengaged medical education activities directly engage members of a community in their design, conduct and/or evaluation so as to meet the needs of the community in some way and to enhance the experience or outcomes of the learners involved.
We present here an evaluation of a primary care based, inter-disciplinary social engagement project in an area of social deprivation in Plymouth UK. Students from ten healthcare disciplines volunteered to work with three organisations working with a primary care practice, and also led a health promotion event for the entire community. 
Methods
The University of Plymouth medical school partners an academic primary care practice in Devonport, Plymouth. This is the area of highest social deprivation in that city and one of the most deprived neighbourhoods in England. The practice has developed strong links with its community and with other local organisations. Those links were used to provide attachments for pairs of medical and other healthcare professions students. The organisations providing placements were Shekinah Mission (a charity providing opportunities for recovery from homelessness, drug and alcohol issues, offending behaviours or mental ill health); Devonport Lifehouse (a Salvation Army Hostel for homeless people) and; Plymouth Community Homes (a social housing provider). In addition, all students were invited to lead a one day health promotion event, involving staff from all three organisations and delivered for the entire patient community at the Devonport practice.
The activities were voluntary and students were recruited via advertising around the University as well as social networks. Our initial concerns about limited recruitment were proven wrong as activities became quickly oversubscribed. We recruited a total of forty-two students from medicine, adult nursing, mental health nursing, child nursing, dietetics, optometry, occupational therapy, paramedicine, physiotherapy and podiatry, resulting in ten disciplines in total.
Ethical Approval
The project was approved by the University of Plymouth Ethics Committee. Approval was subject to data being collected from students and staff: no direct patient data were obtained.
Data Collection
Data were collected from students and staff via reflective diaries (students only), face-to-face interviews and focus group discussions. Because healthcare students at our University are widely dispersed on placements, we included synchronous on-line focus groups using "Skype" to maximise participation. In addition we collected photographic material from the health promotion day for visual prompting, carried out an on-line survey of students post placement, and collected spontaneous comments from patients that were fed back via the practice. These multiple datasets were triangulated at the analytic stage.
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Analysis
All data were transcribed and entered onto a data analysis software package, NVivo 10. Data were analysed via an iterative approach of exhaustive reading and re-reading by all three investigators (Glaser & Strauss, 2012) . Constant comparison of the various resulting texts produced emerging categories. These were then iteratively refined, until all data could be located in themes and sub themes. This process was continued to saturation point, when no new findings emerged (Stern & Kerry, 2009) . As a final quality assurance stage, the entire data set was made available to an academic in a separate institution who had not been involved in data collection, in order to triangulate the analysis.
Results

Pedagogic benefit
In order to provide a rating for the pedagogic value, where possible we applied the Kirkpatrick levels (Kirkpatrick & Kirkpatrick, 2006) to the results, with themes indicated. We recognised that Kirkpatrick levels, originally applied to business, are often inadequate for evaluating medical education interventions (Yardley & Dornan, 2012 ), but they are widely known by educational audiences and so have popular currency. We therefore chose to include this stage of descriptive analysis before moving onto more theoretical consideration, which is reported in a separate paper.
Themes emerged as follows: Student benefit (SB), Community benefit (CB), Enhanced knowledge and skills (EKS), interdisciplinary learning (IL), New insights and emotions (NIE). We have also indicated the source of the data, student interviews (SI), Community interviews (CI), student focus group (SFG), community focus group (CFG), student diary (SD). Student survey (SS).
Where possible we have included the healthcare discipline of the student, medical student (MS), nursing studentthis category includes adult nursing student, child nursing student and mental health nursing student (NS), paramedic (PM), occupational therapy student(OT), Podiatry student (POS) physiotherapy student (PS), Dietetic student (DS), Optometry student (OS). Community staff comments are indicated by (CS).
Brackets after quotes show theme/data source/student type.
Kirkpatrick Level 1, reaction, satisfaction
Participation and reaction of course rate lowest in the Kirkpatrick "hierarchy", but as educators, we have seldom been involved with an activity rated so highly for enjoyment, as these quotes demonstrate:
So yeah I just thought it was very, oh I just thought it was brilliant, absolutely brilliant. (SB,SI, NS) I really enjoyed the whole kind of process of it, I think it was really, really fun, just being able to chat to people. (SB, FG, MS)
The only thing that could have improved the experience would be more time there! (SB,SD, OT) 
It was great to have the opportunity to speak with other students especially from other disciplines as I learnt that they shared similar feelings of nerves and stress in their courses, but yet also shared the same passion for caring for others (IPL, SD, NS)
…and socially:
I think it's absolutely definitely, and I know that lots of my friends also benefited from knowing other health professions just on a social level. (IPL, SD, PM)
Change in professional behaviour (Kirkpatrick level 3)
Within the context of medical education (although not originally) Kirkpatrick's levels are generally viewed in hierarchical terms, with levels building progressively. Our data, from students of all disciplines, strongly suggests that learning from the project went beyond the acquisition of knowledge and skills. Our analysis captured ways in which students' behaviours were changed by the experience:
it's really helped me to kind of understand the social circumstances of people … I've kind of found a real niche for it actually, kind of something I really want to go into in the future, which is really positive so thanks for that. (NIE, SFG,
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NS) It allowed for service user contact, in an unfamiliar environment to that of Paramedicine. This forced me to alter my approach with patient communication. (NIE, SD, PM)
There was evidence of behaviour change in relation to various aspects of care, but particularly around communication:
I found that my ability to start up conversations, confidence in starting social interactions could be improved and certainly was improved simply by talking to some of the clients. (NIE, SD, MS) Conversations with the service users seemed to come much more naturally with the nursing student than they did with me. From just listening to her, I have learnt a few skills that I would like to transfer to my own discussions. (NIE, SD, MS)
Even to the extent of potentially shaping career aspirations:
I have always enjoyed public health as a topic but this day has really solidified that with me and I am now looking for public health as a career choice in the future. (NKS, SD, MS)
Benefits to patients (Kirkpatrick level 4)
The "top" Kirkpatrick level is that education brings benefit to patients. This links to our research question concerning the value to providers of social engagement: what can students give? Our data suggest that social engagement is very much a two way process, and we found numerous examples of students who had been able to make valuable and tangible contributions to patients' wellbeing:
One individual wanted help to get fit again and so I provided a leaflet and spoke about exercise they were previously involved in and the types of things that may be suitable and enjoyable for them. (CB, SD, PS) I spoke with a visitor who was worried about her son as he was vegetarian and at a low BMI. I spoke with her about protein sources as this is often a problem with vegetarians and made some suggestions to her. (CB, SD, NS) Being able to communicate with them regarding healthy eating advice which is tailored to them and their concerns is key to dietetics so in that respect the day was a fantastic experience. (CB, SD, DS) A member of the public attended a health mot session and was able to unburden all her anxieties about her health and i was there to support her and give the care so desperately needed. (CB, SI, NS) It was all about someone with mental health problems.. so I found that really, really interesting and I was, he was really, really happy with what I suggested. (CB, SI, NS)
There was also clear evidence that the presence of students had helped staff in the three provider organisations: 
(CB, SD, NS)
The results presented here represent a small part of the rich dataset collected. They have been chosen to represent our data and to illustrate our findings. We are confident that we have as faithfully as possible represented the views and experiences of both students and staff, and we consider that our analysis has provided cogent answers to our original questions.
Discussion
Our first research question was about the educational utility of social engagement experiences for students. There is no doubt from our data that such experiences can be extremely popular with students; feedback was overwhelmingly positive and the overall feeling was that such experiences should be more widely available. We have also shown that community based social engagement can produce pedagogic value at all four levels identified by Kirkpatrick. However, this rather dry and descriptive classification does not do justice to the depth of the learning experiences we recorded, and there is a level of experiential learning evident in our data that would be very hard to reproduce from more traditional, classroom based activity: 
(NIE, SS, MS)
Some of our most compelling data described the intense satisfaction students gained from working together with colleagues from other disciplines. Many students commented on the interdisciplinary barriers that still exist between medical, nursing and other healthcare professions. This tension was reflected in our data: Our data provides some fascinating insights into IPE, for example many medical and nursing students commented on how much they had learned from working with Occupational Therapy students, a profession they freely admitted to knowing very little about before these placements. There were also many examples of medics and nurses learning from paramedics, podiatrists and optometrists, as well as from each other, within the social engagement project.
Our third research question concerned the value to community organisations of student attachments. On the face of it, we reasoned that such attachments could be a 'win-win' situation: students would bring their talents, enthusiasm and time whilst learning valuable lessons. We nevertheless had to consider concerns that they might 'get in the way', fail to fit in and even irritate organisational staff and patients. In the event these fears were unfounded. Staff overwhelmingly reported enjoying having students working alongside them, and many reported that students had been able to contribute directly and positively to the lives of their service users: 
Limitations of this study
Application to participate in the community experiences and the health promotion day was voluntary so our student sample may not have represented the student body as a whole. We endeavoured to compensate for this by offering as much flexibility as possible in placement times, and we advertised the placements widely among medical, nursing and healthcare students. Forty two students were studied, between them representing ten healthcare disciplines, so sample size was relatively small and results may not be generalizable. We also recognise that our Ethical Approval only allowed for study of students and staff and not service users directly, so findings relating to impact (our second research question: what can students give?) were indirect and provided by proxy.
Despite these limitations, our data demonstrates the lived experiences of a mixed cohort of medical, nursing and healthcare students who have been positively affected by this social engagement initiative. Furthermore our findings have shown that, for many, it was a transformative process engendering behaviour change. More theoretically oriented work, critically exploring different models of community involvement, involving more students at more sites, and including feedback from both patients and service users is now underway.
Summary
Just as our students individually found that social engagement activities helped them to understand and share with patients, we believe our work has shown that community-engaged medical education offers a way for medical schools to understand and respond to the needs and wishes of their communities. On the basis of our experiences, we suggest that this could represent both a practical and 'moral' paradigm shift in medical education, and this is something we explore in a further paper.
